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W 000 INITIAL COMMENTS W 000

 This visit was for an investigation of Complaint 

#IN00157040.

Complaint #IN00157040:  Substantiated; no 

deficiencies related to the allegation(s) were 

cited.

Date of Survey:  November 6, 2014.  

Surveyor:  Dotty Walton, QIDP.  

Facility Number:  000924  

AIM Number:  100244510 

Provider Number:  15G410 

Transitional Services Sub LLC was found to be in 

compliance with 42 CFR, part 483, subpart I and 

460 IAC 9 regarding the investigation of 

Complaint #IN00157040.

Quality Review completed 11/13/14 by Ruth 

Shackelford, QIDP.
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